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Ordinary
cases
Severe acute
 of severity will be seen in two groups of children: first, physically sub-
normal children (described above) in whom rheumatism is the suspected
rather than the assured cause of ill-health; and, secondly, known
rheumatic children in whom the question arises whether active carditis
is present or not. In these the cardiac symptoms are no more than a
feeling of fatigue and some shortness of breath on exertion, with perhaps
mild vasomotor symptoms. To these symptoms may be added the signs
of slight cardiac dilatation; increase of the pulse-rate persisting during
sleep; an evening rise of temperature; and rnild rheumatic symptoms,
such as muscular pains. From the preventive point of view this group
showing very early rheumatism and carditis is of great importance.
(ii) Carditis of ordinary grade. In the ordinary in-patient type of
rheumatic carditis the child looks ill, pale, and thin. The heart shows
the changes proper to the cardiac lesion present; the pulse-rate is raised
to between 100 and 120 and is well above normal during sleep. The
respiration-rate is somewhat raised, but true dyspnoea, either persistent
or paroxysmal, is absent, and the child lies comfortably on one or two
pillows. There is fever up to 102° F., but under treatment the morning
temperature soon reaches normal, although a slight evening rise is
apt to persist. Signs of congestive heart failure are usually absent, and
there is very little cyanosis. Neither the liver nor the spleen is enlarged,
and oedema is absent. This very common type of active rheumatic
carditis may be accompanied by rheumatic arthritis, chorea, and,
occasionally, subcutaneous nodes; but in many instances the only
evidence of active rheumatic infection is a history of a recent cold or
sore-throat, and it is clear that the activity of the infection is focused
on the heart.
(iii) Severe acute carditis. When there is severe active carditis, especially
when it has developed rapidly, the child quickly becomes extremely ill,
and cardiac embarrassment is very evident. The child is intensely pale,
turning at times a distressing ashen colour. The lips tend to be bluish.
The dyspnoea is urgent, and the child cannot rest unless well propped
up in bed. Attacks of cardiac asthma may supervene, especially at
night. The pulse is rapid (120 and over), feeble, and running. The
temperature is probably between 102° and 104° F. and tends to be
specially high if pericarditis is present. Precordial pain or discomfort
may develop. As a rule the child is restless, unable to get comfortable
or to sleep, and delirium at night is common. Cardiac vomiting may be
troublesome. The liver may be painful but is more often only tender, the
degree of discomfort depending not only on the size of the liver but
also on the rapidity with which it has become enlarged. Some oedema
of the lungs may be present, but oedema elsewhere is uncommon.
This dangerous type of carditis is often seen in association with acute
pericarditis and indeed is sometimes spoken of as the clinical picture of
that condition; but it is the severity of the myocardial infection and
failure that is responsible for the cardiac symptoms. The other mani-
festations of rheumatic infection likely to be seen in association with

